Subcutaneous cervicofacial emphysema is a rare condition that results from various causes. Initially it might be misdiagnosed and managed as other clinical entities, such as angioedema. We report a case of self-induced subcutaneous facial emphysema in a prisoner who sought better living conditions by simulating an emergency.
Introduction
Subcutaneous cervicofacial emphysema results from a wide variety of etiologies, including trauma, surgery, dental procedures, tracheal intubation, pneumomediastinum, and soft -tissue infection. [1] [2] [3] [4] [5] [6] [7] Although subcutaneous cervicofacial emphysema might be a self-limiting process, if enough air is driven into deep spaces it may dissect into the mediastinum and plueral cavity, with the possibility of airway compromise or superimposed infection. [4] [5] [6] Patients typically present with swelling and crepitus over the face and neck without erythema or signifi cant tenderness 3 ; however, subcutaneous cervicofacial emphysema is frequently misdiagnosed as other disease processes, such as angioedema, hematoma, superior vena cava syndrome, or infection. [3] [4] [5] We present a case of subcutaneous facial emphysema in a prisoner that was caused by a self-induced injury to his oral mucosa. Th e prisoner attempted to simulate a medical emergency to attain better living conditions, i.e., being transferred to a medical facility. Five similar cases have been reported in the English literature, all of them associated with subsequent pneumomediastinum. 7, 8 Case report A 32-year-old man was referred from a prison to our hospital aft er the sudden onset of progressive swelling of his face and eyelids and facial pain; it had started 5 days earlier. He was an intravenous drug user with no history of recent surgery or trauma. Physical examination showed facial swelling and tenderness, especially in the periorbital region. No other signifi cant abnormality was detected.
Th e patient was diagnosed with angioedema, and he was treated with subcutaneous epinephrine, antihistamines, and corticosteroids, with little improvement. On hospital day 10, the condition worsened. An ophthalmologic examination showed no orbital abnormality, but crepitus was elicited on palpation of the face.
Coronal computed tomography (CT) of the paranasal sinuses confi rmed the presence of air within the subcutaneous soft tissues of the face, periorbital areas, masseteric spaces, and infratemporal fossae (fi gure). Findings of an otolaryngologic examination, a chest radiograph, and a contrast study of the pharynx and esophagus were unremarkable.
Because of the possibility of self-mutilation behavior, the patient underwent close observation, revealing that he was symptom-free when he was alone or with his family. However, he denied any self-mutilation behavior, and no apparent injury was found on the physical examination of his face, nose, and oral cavity. Finally, he admitted he had inserted a safety pin into the buccal surface of his upper lip on both sides, rotated the pin, and introduced it toward the eyes. Aft er the injuries were produced, he did the Valsalva maneuver.
Aft er a short time under observation, the patient had complete resolution of the symptoms.
In addition to management of the primary cause and prophylactic antibiotics, administration of 100% oxygen via a non-rebreather mask has been said to hasten the resolution of the emphysema. 6 In conclusion, if detailed diagnostic investigations fail to reveal the cause of facial emphysema, the possibility of a self-induced injury should be considered, especially in patients who might benefi t from the injury, such as prison inmates.
Discussion
Subcutaneous cervicofacial emphysema is an uncommon manifestation oft en associated with head and neck surgery, 1 maxillofacial trauma, 2 dental procedures, 3, 4 soft -tissue infection, 3, 6 tracheal intubation, 5, 6 and any condition leading to pneumomediastinum. 7 Self-induced facial or cervicofacial emphysema has been reported in patients with psychiatric problems. 9 Although there are a few reports in the German-language literature, 10 to our knowledge, only 5 cases of factitious cervicofacial emphysema in prisoners have been reported in the English literature, all of them associated with subsequent pneumomediastinum. 7, 8 Th ere was no clinical fi nding of cervical emphysema or pneumomediastinum in our case, and the chest radiograph was reported as normal. Perhaps this was because the Valsalva maneuver performed by our patient was less forceful than it was in previously reported cases, or perhaps the injury to the mucosa of the upper portion of the oral cavity had no direct communication with the sublingual-submandibular spaces. Th ese spaces in turn communicate with the parapharyngeal and retropharyngeal spaces that are the main route of communication between the oral cavity and the mediastinum. 4, 7 In the absence of crepitations, subcutaneous emphysema, as in our case, might be confused with other disorders, mainly angioedema, hematoma, and infection. [3] [4] [5] [6] Fruhauf et al 3 and Chen et al 4 reported cases of subcutaneous emphysema of the face and neck aft er dental instrumentation that were initially misdiagnosed as edema associated with the procedure. Plain x-rays, CT scanning, and even soft -tissue ultrasonography are helpful in confi rming the diagnosis. 1, 3, 6 Although subcutaneous cervicofacial emphysema by itself is not a serious disorder, its etiology and potential complications are more important considerations. 5 Figure. Coronal CT scans of the face and paranasal sinuses demonstrate subcutaneous facial emphysema extending into deeper softtissue spaces.
